H
ealth-related quality of life (HRQOL) is an important patient outcome for many conditions and treatments. The instruments used to assess HRQOL are often referred to as health status measures. While HRQOL has mostly been assessed as an outcome in clinical research, 1,2 use of health status measures has spread to clinical practice 3 and public health surveillance. [4] [5] [6] Other proposed uses include case-mix adjustment in the managed care setting. 7, 8 In addition to the widening number of uses for health status measures, there are a variety of health status measures available. It is important for diverse types of users to be able to make intelligent choices among the instruments based on the users' own needs.
Our objectives in this study were to compare the score distributions and convenience of administration among three health status measures applied in a general medical clinic. We compared two well-studied measures, the Medical Outcomes Study 36-Item Short-Form Health Survey (SF-36) and the Sickness Impact Profile (SIP), to the Health Utilities Index Mark II (HUI), a new and brief measure.
METHODS

Patients
We performed a cross-sectional study in the General Medicine Clinic in the Durham Veterans' Affairs Medical Center (VAMC). We interviewed a convenience sample of 173 patients on consecutive clinic days in June and July of 1997. A research assistant experienced in HRQOL questionnaire administration identified a convenience sample of three to eight patients per day to become subjects in the study. Halfway through the protocol, in order to increase completion rates, the research assistant began to contact potential subjects by telephone 4 to 7 days in advance of their appointment. She asked patients so contacted to arrive at the clinic 1 hour prior to their scheduled appointment to complete the study questionnaires. Those patients who did this were reimbursed $25 for completion of all questionnaires. All patients capable of responding verbally to simple questions were eligible. Patients were excluded only if they declined participation.
Questionnaires and Scoring
The SF-36 is a 36-item questionnaire developed and validated in a cohort of medical outpatients. [9] [10] [11] [12] [13] The questionnaire is divided into eight separate subscales; commonly used subscales with well-documented construct validity are physical functioning, role functioning (physical), role functioning (emotional), pain, energy, general health perceptions, social functioning, and mental health. For all scales, higher scores reflect better health. Scores are scaled from 0 to 100.
The SIP and its development are also described elsewhere. 14 Briefly, the SIP was derived theoretically and empirically validated in a population of mixed outpatients, inpatients, and institution dwellers. In its full form, the SIP is a 136-item questionnaire that is scored into 12 subscales. Several of these can be combined into two domains, physical and psychological; there is also a single "overall" score. 14, 15 All scales are scored 0 to 100, with 0 being perfect health.
The HUI and its development are documented. 16, 17 Briefly, the HUI was developed to be used in evaluating HRQOL in children with leukemia, using their parents as proxy respondents. It has been used in adults in a variety of settings, including the assessment of the effect of chronic outpatient otolaryngological problems on HRQOL and the measurement of HRQOL in patients who have recently suffered a cerebrovascular accident. 18, 19 It is a 7-item multiattribute scale that yields a single number when scored. This number ranges from 0 to 1, with 1 being perfect health. Because our study population consisted of older, chronically ill adults, we omitted the "fertility" attribute, leaving a 6-item multiattribute scale. Table 1 shows the HUI.
Administration of Measures
After obtaining written informed consent, the research assistant administered all questionnaires to all subjects. The questionnaires were administered in a random order to avoid any bias arising from consistently administering one questionnaire before the others. Subjects also completed a brief demographic survey. Subjects were asked at the end of each questionnaire to rate the difficulty of completing the questionnaire on a 5-point Likert scale. The research assistant measured the time required to complete each questionnaire. Approximately 15% of the measures were self-administered.
Analysis
We compared the HUI to the physical functioning and mental health subscales of the SF-36 and the physical and psychological domains of the SIP. We also compared the HUI to the overall SIP score. Because scores were not distributed normally, we calculated with Spearman coefficients. We compared time to completion of the three measures by using analysis of variance (ANOVA). Likert scale data were presented descriptively. We performed all analyses using the SAS statistical analysis system (SAS Institute, Cary, NC).
RESULTS
We approached 209 patients for the study. Four refused, and 32 did not attempt one or more of the health status measures due to time constraints. Thirteen patients omitted questions on one or more of the measures, leaving a final sample size of 160 patients.
Respondents' median age was 60 (Interquartile Range 49-71, rang 27-100). Twenty-two percent of respondents were smokers, 55% reported having hypertension, 39% reported having heart disease, and 17% reported a history of strokes or transient cerebral ischemia. Almost all respondents (96%) were male.
The distributions of questionnaire scores are presented in Figure 1 . The median SF-36 physical functioning score was 55. The median SF-36 mental health score was 76. The median SIP physical scale score was 5.8, and the distribution was skewed toward better health-i.e., many scores reflected the best health the scale could measure. The SIP psychological scale is also skewed toward absence of illness, with a median of 8.7. The median HUI score was 0.29, and the distribution was skewed toward poorer health-i.e., many scores reflected the poorest health the scale could measure. The HUI scores were moderately correlated with SF-36 and SIP scores, with Spearman ranging from .69 (SF-36 physical functioning) to .54 (SF-36 mental health). The HUI took an average of 3 minutes to complete, the SF-36 took 10 minutes, and the SIP took 20 minutes ( p Ͻ .0001). The difficulty, as measured on a 5-point Likert scale (1 ϭ no difficulty, 5 ϭ too difficult to complete) was 1.28, 1.45, and 1.39 for the HUI, SF-36, and SIP, respectively ( p ϭ .20).
DISCUSSION
The distributions of responses to the three health status measures were noticeably different. The spectrum of distributions seen in our study replicates the experience of clinicians when they ask questions regarding quality of life while taking a clinical history. For example, if a patient is seen with acute sinusitis, a clinician is likely to ask, "Has this kept you from going to work?" However, this question is unlikely to be used to define the important elements of the health status of patients with terminal illness. A more relevant question for these patients might be, "Can you get out of bed?" The latter question, however, is insensitive to important quality of life issues for the sinusitis patient. By analogy, the HUI is probably best at evaluating HRQOL in a relatively healthy population, and the SIP likely is more able to evaluate HRQOL among more severely ill patients.
In order to fully evaluate health status measures, it is necessary to compare the ability of various measures to discriminate among health states across a wide spectrum of burden of disease. In addition, an ideal measure of HRQOL would be able to distinguish changes within individuals across time. This sort of "evaluative" measure is especially important for the use of health status measures in the clinical setting. The sensitivity of the SF-36 in detecting longitudinal change within patients has been questioned. 13 It would be important in evaluating a group of health status measures to determine the relative performance of the measures as evaluative tools, again using subjects across a wide spectrum of burden of illness.
Given the increasing diversity of users of health status measures, there is also an increasing divergence in the reasons for choosing one measure over another. Issues in choosing instruments would have to include not only the metrics of the instrument (such as validity, reliability, and sensitivity) but also subject satisfaction with the instrument. Time required for completion of the measure is also an important factor. Finally, our data suggest that users should choose a measure appropriate for the burden of disease in the target population.
